Caucasians (CA, 31% females, p<O.OoOl) underwent 5560 PCls and 10384 CABG prccedures. Gender (p=O.l22) and race (p=O.641) had no significant impact on the choice of procedure. There were 397 (2.5% of 15994 patients) in-hospital post-procedural fatalities. Mortality rates were similar in AA and CA but significantly higher in women (3.3% versus 2.1% in men. p<O.OOOl). Within race analysis showed no effect of gender on mortality in all AA patients and in PCI or CABG groups separately. However, in-hospital mortality in CA women was 50% higher than in CA men (163/4865 versus 226/10700, p<O.OOOl). This mortality excess was observed only in CABG patients (4.2% in CA women versus 2.6% in CA men. p<O.OOOl). Detrimental effect of female gender on inhospital mortality remained unchanged when outcomes were adjusted by age, diabetes, hypertension, congestive heart failure, and smoking history.
CABG incurred a 50% higher mortality than men. This gender-related increase in mortality was independent of age, diabetes, and other co-morbidities. Table) Of the preoperative variables, the only significant difference was gender, with the obese group having more females. No significant difference was found in perioperative mortality. There was also no difference in the frequency of reoperative surgery between groups. The only significant difference in morbidity was with superficial sternal wound infections, with the obese population having a higher risk. Of the remaining prelpostoperative variables, diabetes and postoperative bleeding approached statistical significance with obese patients more likely to be diabetic, and less likely to require blood transfusions.
Conclusions
Obesity is not an independent risk factor of survival in coronary bypass surgery. This study also demonstrates that obesity has minimal impact on outcomes, with the only effect being supedicial sternal infections. accounted for 62% and 9% of all strokes secondary to CABG surgery, respectively. In this study we quantified the association between intra-and post-operative factors and the risk of etiologic stroke subtypes.
Patient and Outcome Analysis

Methods
We conducted a prospective cohort study of 26,009 patients undergoing isolated CABG surgery from 1992-2000. Etiology was classified as: embolic, hypoperfusion, or other. These analyses focused on the first two subgroups due to their homogeneity.
Embolic strokes were defined as ischemic strokes with one of three likely sources of thrombus: aortic, cardiac or carotid. Hypoperfusion strokes were defined as strokes due to a mixture of extracranial stenoses and/or systemic hypotension. Odds ratios were adjusted for age, gender, diabetes, vascular disease, renal failure, acuity, ejection fraction. Those without strokes were the reference group for odds ratios.
Results: Atrial fibrillation was significantly associated with embolic (OR 2.4, Cl ss-,-1.6 -3.2, p<O.OOl) and hypoperfusion strokes (OR 5.4, Cl s5% 2.2 -13.7, p<O.OOl). Patients having cardiopulmonary bypass duration greater than 120 minutes, versus less than 60 minutes, had a 1.5-fold (Cl s5% 0.6 -2.5, ptrend 0.03) risk of embolic, and a 6. 
